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Abstract 


The aim of the article is to take a short reflection on the issue concerning the psychological aspects 
of sound sensitivity — expressed in the phenomenon of misophony and phonophobia. The 
following description was briefly described: hyperacusis, phonophobia and misophonia, and 
melophobia, indicating the basic symptoms of disorders in a psychological context. 
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1. Introduction 


Auditory perception is a complex process of information processing in the form of 
vibrations of molecules from the environment to the brain, where they are developed and 
analyzed. The distributed processing of (auditory) information in the brain enables the auditory 
canal that activates many mental processes (memory, attention) and emotional (in the mesolimbic 
pathway) and motor reactions. Auditory perception — which is the ability to receive and process 
sounds, is possible at the level of the auditory analyzer’s performance. The sounds are contained 
in three basic divisions into groups: tones (simple sounds), multitons (complex sounds) and noise. 
The basic function of the sense of hearing is its defenses, because it enables the reception of stimuli 
reaching from distant and invisible sources — regardless of the location in space. The sense of 
hearing allows you to locate potentially dangerous objects in space, giving you the opportunity to 
assess their direction and distance. Specific sounds alert the organism, preparing to take 
appropriate actions in response to their perception (“fight or flight”), they are a guidance system 
for the sense of sight and together with the speech apparatus — it enables interpersonal 
communication. The sensitivity of the auditory organ for audible tones in the range from 3 to 5 
kHz is the highest (hearing threshold) and shows the lowest tolerance for pain thresholds — sounds 
in this band are perceived as louder, although they generate similar energy levels as in lower and 
higher bands. The short-term physiological response to noise (noise) involves an increase in the 
concentration of neurotransmitters: adrenaline, noradrenaline and cortisol (fighting or escape 
hormones), increased blood glucose, increased heart and blood pressure, exclusion of the digestive 
system, motor reflexes. Long-lasting physiological response of the body: sleep disorders, chronic 
fatigue, dizziness and headaches, muscle and chest pain, negative changes in the immune system. 
The psychological response of the organism includes the emotional sphere: irritability and 
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irritation, mood variability, decline in mental performance, extended reaction time, reduced 
precision of movements, at 55-75 dB, the intensity of sounds gives distraction, hinders work and 
reduces productivity. There are different and varied mechanisms for structural and emotional 
evaluation of sounds and music. Under the influence of emotions, one can remain indifferent to 
sounds and music (e.g. in depression, after brain injury, in the Asperger syndrome) (Sachs, 2009: 
325), or remain in ecstatic states that are out of control. Emotions can arouse mental-emotional 
states in which the reception of sounds or music is combined with suffering and the desire to 
escape. The brain, containing a limbic (emotional) and cortical (logical) part — reacts to stimuli 
coming from the outside, shaping biochemical and hormonal reactions (neurotransmitters: 
dopamine, serotonin, noradrenaline, cortisol) through the filter reactions to sounds, noise, music 
or events as a threat or positively. 


Auditory hypersensitivity, i.e. increased sound sensitivity, is associated with reduced 
sound tolerance, especially defined as specific. Hyperacusibility to most sounds (hyperaccus) or 
one specific sound (phonophobia) may occur when anomalies appear in the functioning of the ear 
(e.g. tinnitus), which is usually rare, or in a situation where the functioning of the ear is at a level 
with no known anomaly of the organ ear (e.g. stress, migraine, insomnia). Changes occurring in 
the emotional state (especially: anxiety, mood) is a natural defense mechanism, designed to ensure 
a person's proper functioning in the environment (e.g. by activating the ability to detect a threat). 
The process of developing sensitivity to sound — it takes place with the involvement of the limbic 
system (emotions), autonomic (the “fight or flight” reflex) and nervous system, causing the 
activation of protective mechanisms. In the case of hyperacusis — it is a state of increased arousal 
caused by the presence of sound amplification in the central auditory pathways, in phonophobia 
— it is an automatic response in the form of fear and fear of sound, while in misophony — it is 
immediate (subconscious) appearance of negative emotions (irritation, irritability, anger, 
aggression) in contact with unpleasant sounds that are perceived by others as natural and do not 
cause resentment or aversion. Mechanisms with hyper acoustic properties (hyper-sound sounds 
too much) are embedded in the processes of spinal sound processing and changes in the central 
auditory processing (with a normally functioning inner ear), however phonophobic (very strong 
aversion, fear, fear, fear of sound) and misophonic (aversion to a given sound, noise) have support 
in normal hearing, but psychological factors co-decide on the state of high sensitivity to certain 
specific sounds. 


2. Hyperacusis 


Hyperacusis is a state of reduced tolerance to most types of lower frequency sounds 
(eg water noise in the tap, leaf movement, car sound) that appear above a certain intensity 
threshold. Such a condition may appear under the influence of neurological conditions (Knipper, 
2013; Middleton et al., 2011), post-traumatic stress disorder (PTSD), migraine, tinnitus, head 
injuries, borreliosis, brain infections (Baguley, 2003). Feeling uncomfortable in exposure to low 
sound frequencies is considered to be an auditory processing disorder. In the hyperacusis state, 
weakened tolerance of the average listener to normally audible sounds appears (over 40 GB is 
considered as noise), creating discomfort (Sun et al., 2011). Sensitivity to low-intensity sounds (eg 
listening to a conversation in a room) may cause a sense of pain — ordinary and mundane 
environmental noises are unbearable, causing attention to the pursuit of silence. 


It is observed that people with hyperacusis and low level of UCL (Uncomfortable 
Loudness Level), which changes depending on the sound stimulus — may experience misophonia 
or phonophobia (Ratajezak & Skarzynski, 2017). Phonophony and misophonia can exist 
independently of one another or coexist with one another and hyperacusis (Raj-Koziak et al., 
2006), whereas misophonia can lead to hyperacusis, i.e. changes in central auditory processing. 
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3. Psychological aspects of sound perception - tenderness 


Reduced tolerance to certain aspects of sound — reflecting the involvement in this 
process of emotions, is an expression of excessive sensitivity to its effects and is associated with 
several phenomena, referred to as: hyperacusis, misophonia and phonophobia. These phenomena 
differ from each other, giving a different description of the characteristics of those affected. The 
extremely high activation of the auditory system is characteristic of people who experience 
discomfort associated with the perception of sounds. It is worth mentioning that the term 
“misophonia” is a broader term for the term phonophobia, signifying strong aversion or hatred 
(aversion) to a particular aspect of sound. This concept includes and describes symptoms in people 
who feel and express a large variety of negative emotions generated by sounds. The term 
phonophobia is a narrower term compared to misophonia, because it is a description of a specific 
type of misophonia, a diagnostic situation in which fear and anxiety — being negative emotions, 
dominate in relation to the manifested dislike of sound (Jasterboff & Jasterboff, 2001). Most 
people with reduced tolerance to sounds show symptoms of misophonia (they do not like certain 
sounds), but among them you can meet some people with typical signs of phonophobia (i.e. they 
are afraid of exposure to a specific sound). 


3.1 Phonophobia 


The problem of phonophobia has the psychological basis of its appearance and is a 
specific form of misophonia. Phonophobia is affected by people expressing fear of selected sounds 
or all sounds, which is associated with abnormalities in the excitation of the limbic system 
(amygdala and reclining — they are responsible for emotional reactions to music) and the 
autonomic nervous system. Phonophobia — it is fear of exposure to a specific sound. The term 
phonophobia — means hypersensitivity to loud sounds, which is manifested by aversion to sound 
as well as anger and anxiety (Hérbert et al., 2013; Jastreboff & Jastreboff, 2000). Auditory 
hypersensitivity is a phenomenon consisting in reduced tolerance to perceived sounds (Tyler et 
al., 2014). Anxiety and emotional tension before a loud sound is manifested by irritation due to 
the occurrence of certain sounds and fear of issuing one's own voice. Sometimes, in extreme cases, 
phonophobia can lead to misophony, or hatred of sounds. Phonophobia, called acoustic phobia, is 
diagnosed in migraine as one of its three components [(a) headache, (b) phonophobia or migraine 
aura, (c) photophobia)] (ICHD-3) (Flicinski et al, 2014; Glabinski & Juszczak, 2012) and in a 
situation where the possibility of hyperural hypersensitivity is eliminated, which is associated with 
tinnitus or hyperalgesia to sounds of a certain volume, although they may be objectively perceived 
by others as silent. Phonophobia develops when the autonomic nervous system and the limbic 
system are over-excited (Baguley & McFerran, 2011), especially in the areas responsible for 
emotions — in a situation of properly developed, healthy hearing aids. The specific sound that 
appears on the average or low volume is selectively intolerable, causing discomfort. In the 
phenomenon of misophonia and phonophobia, the effect of the amygdala, taking part in fear 
conditioning, depression or tinnitus, is noticed (Baguley, 2014). In response to the perception of 
sounds audible in everyday life (e.g. ticking of the clock, footsteps, creaking doors, breathing, 
munching, snoring, sniffing), a person with phonophobia reacts with excessive clarity losing 
control of behavior: he escapes in a panic, isolates himself from the environment is distracted, 
irritated, scared and evil (Pienkowski et al., 2014). He/she wants to avoid hearing contact with the 
stimulus at all costs. It also does not tolerate people who are a relay subjectively perceived as 
uncomfortable — noises. The subjective feeling of a person covered by phonophobia and 
hypersensitivity as well as tinnitus occurs in a situation of tiredness and an increased level of stress 
(Sahley & Nodar, 2001). During such a condition in the area of the auditory cells, the effect of the 
neurotransmitter, i.e. glutamate, is increased — causing the subjective perception of sound as too 
loud (Sahley, 2001). 
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Bad noise abatement is not related to hearing thresholds (from o dB, to 130 dB — pain), 
measured in decibels on a logarithmic scale (dB). Sound, treated as any pressure change heard by 
the human ear (Briiel & Kjaer, Prusak, 2004), in the subjective sense of volume — is determined 
by various factors. Indication that the human ear has unequal sensitivity to the frequency range 
(2kHz to 5kHz) and differently differentiates frequencies at low and high sound pressure levels 
(SPL). Sounds of the so-called impulse (short, lasting less than 1 s) or otherwise called impulse 
make the ear less sensitive to their volume than to longer lasting sounds (Briiel & Kjaer). 


Components of musical perception (i.e. melody, rhythm, harmony, tonality, timbre) 
are based on different psychological mechanisms of auditory perception, having a neuronal, 
emotional, aesthetic, socio-cultural background. The variety of experiences not related to music 
(e.g. autobiographical, traumatic, positive, etc.) and music as well as musical training or its lack in 
human development, allows to develop reflection on understanding and understanding the 
regularity and specificity of the processing of sounds and music in contact with other people. 
Experiencing sounds and music is associated with the perception of a selective and comprehensive 
representation of symbols and ambient sounds, which are supported by an automatic and 
unconscious simulation mechanism, supporting the resources of the unit equipped with luggage 
of all types of experiences (with negative vs positive profile). 


3.2 Melofobia 


A specific variation of the phobia associated with sounds and music is melophobia 
(Greek melopoeia = the art of creating a melody, phobia = fear), i.e. fear of music with the 
dominant aspect of the melody. Sounds that form a structurally melody can be experienced by 
people with melophobia and are subjectively perceived as unpleasant, causing persistent fear or 
hatred of music. Sensory experiences (including auditory and related musical aesthetics) open the 
mind to the memories stored in it that may have positive or negative connotations. Melodies (eg 
themes or melodic phrases), creating subjective references and analogies to the perceived as 
unpleasant situations, objects, phenomena (music) — can arouse unjustified, disproportionate fear 
and experience of anguish, accompanied by strong physiological reactions and vegetative- 
somatization symptoms. 


It is indicated that specific phobias (e.g. melophobia) (F.40) cause serious 
disturbances in life of about 0.2% of the population (Leder & Siwiak-Kobayashi, 2006), although 
in human development, the fear of specific objects is natural (Szpecht-Tomann, 2009). Anxiety, 
having a structure composed of a triad of components (physical — I feel, cognitive — think, 
behavioral — I do) (Mattis & Ollendick, 2002) — is a derivative of the disproportion between the 
perceived element of reality creating a sense of threat (melophobia is, for example, the entire 
melody, phrase melodic, etc.) (i.e., primary cognitive appraisal) and confrontation with this 
situation, i.e. the possibility of dealing with it (i.e. secondary cognitive appraisal). 


3.3 Misophonia 


Misophonia is a term introduced by P. and M. Jastreboff, which means 
hatred/aversion to sounds — occurring in contact with another person (sometimes an animal), 
generating nuisance sounds (Cavanna & Seri, 2015). Misophonia is defined by the abbreviation 
SSS (i.e. sound narrow sensitivity syndrome). Misophony is triggered by neurological factors that 
cause the person affected to be particularly sensitive to sounds issued by other people with whom 
he is in close and frequent contact. It becomes a physical sign of the reluctance accumulated over 
the years by the other person who causes these sounds. Usually people with misophonia show 
subjective sensitivity to specific sounds (of average loudness), not being able to tolerate the 
dynamics of emerging sounds (objectively neutral) — issued by the environment or by other people 
in the context of situations and activities (e.g. eating, moving, gestures) that accompany these 
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sounds. Misophonia presents the state of neurological or sensory processing disorder (e.g. in 
autism, Asperger’s syndrome, ADHD), in which the experience of certain sounds can cause 
psychological stress, because they become unbearable. Sensory information received from the 
environment causes improper interpretation of auditory, visual, tactile, balance, fragrance and 
social signals. A person afflicted with misophonia, or an excessively intense response to 
hypersensitivity to sound stimuli of a particular pattern or meaning (Jastreboff & Jastreboff, 
2002) — loses the sense of time, space and movement, which is felt as a difficulty occurring in the 
life of a person who affects the ability to achieve life goals (Wu et al., 2014). The disproportionately 
strong emotional reactions to sound/movement indicate an autonomous arousal and unpleasant 
emotional experience — triggering fear, disgust, anger (Edelstein et al., 2013) for a specific set of 
sounds: trivial noises, food noises, rocking the feet, munching, clock ticking, chewing gum, tapping 
with your fingers, etc. Sensitivity of this type appears in childhood, shaping patterns of recognition 
leading to subsequent intolerance of sounds coming from other people (train, plane, engine) or 
animals (Cavanna & Seri, 2015). 


There are few studies presenting the clinical spectrum of misophonia. The results of 
one of them indicate that misophonia co-occurs with mood disorders, anxiety disorders, 
depressive disorders, dysthymia, obsessive-compulsive disorder and psychoneuroticism, which 
have higher rates than in the general population (Schroder et al., 2013). 


According to the criteria of the Diagnostic and Statistical Manual Disorders (DSM), 
indications indicating misophonia are based on observations (Schroder et al., 2013): (1) the 
presence or prediction of a specific sound produced by man (sounds of food, breathing) trigger an 
impulsive physical reaction that begins with irritation or disgust, immediately becoming angry; 
(2) anger initiates a deep sense of loss of self-control, which manifests itself in rare but potentially 
aggressive explosions; (3) the person recognizes that anger or disgust is excessive, unreasonable 
or disproportionate to the circumstances or provoking stressor; (4) the person seeks to avoid a 
misophonic situation; if he does not avoid it, he experiences the sound situation with great 
discomfort, anger, distaste; (5) cause of anger, disgust or avoidance of the person significant stress 
(i.e., disturbs the person for whom he has anger or disgust) or significant interference in the daily 
life of the person (e.g. anger or disgust can cause it difficult for a person to perform important 
tasks at work, meet new friends, attend classes or interact with others); (6) anger, disgust and 
avoidance are not better explained by other disorders, such as obsessive-compulsive disorder (eg 
disgust with someone obsessed with pollution) or post-traumatic stress disorder (e.g. avoiding 
stimuli related to trauma associated with the threatened death, serious injury or threat to physical 
integrity of yourself or others). 


Misophonia (Greek misos = hatred, phone = sound) is considered a definite set of 
auditory and neurological symptoms (Jastreboff & Jastreboff, 2001; Edelstein, Brang, Rouw & 
Ramachandran, 2013, Ledoux, 2015). The research suggests that misophonia exists in relation to 
several constructs: anxiety, obsessive-compulsive symptoms, disability, general sensory 
sensitivity, depression. Absorption of certain types of sounds may adversely affect the feelings of 
people with obsessive disorders that show symptoms of suffering, irritability, irritability, 
aggravating quickly to anger (features of misophonia), or anxiety (a feature of phonophobia) 
(Schroder et al., 2013), which leads to actively avoid sounds that cause suffering (McGuire et al., 
2012). Studies also indicate that misophonia is a positive association with anxiety and/or 
depressive symptoms (moderate, positive correlations) and with general sensory sensitivity, which 
is thought to be associated with the possibility of selective sound sensitivity (Baguley & McFerran, 
2011). The nature of emotional and behavioral reactions as well as neurobiological misophonia is 
subjected to measurement by means of research methods that allow to determine the connections 
between disorders and the spectrum of attributes assigned to this unit. It is assumed that in a 
person affected by mellophilia (e.g., knocking, chewing, scratching, shuffling objects, clicking, etc.) 
there is an immediate aversive reaction to some sounds that are perceived as specific acoustic 
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(sometimes visual) patterns in relation to a known person. Regardless of their loudness measured 
by decibels (dB), sounds play the role of stimuli triggering emotional and behavioral reactions 
(Edelstein et al., 2013). In the context of the study of people with depression and anxiety (Arch, 
2012), misophonia — understood as hypersensitivity to a specific sound, may promote the 
assumption that irritability, which is a component of depressive and/or anxiety disorders — may 
favor a decrease in the tolerance threshold for mild and harmless in terms of volume stimuli. 
Among the audiologists there are opinions that increased emotional reactions to certain sounds 
are possible to explain the so-called hyper-connectivity, occurring between nervous, limbic, 
autonomic systems and the specificity of PTSD disorder and affective disorders: obsessive- 
compulsive, mood (e.g. depression). In the diagnosis of misophonia, the influence of the perceived 
auditory stimulus (trigger) on the psychophysiological response (i.e. the level of irritation, 
reluctance or fear, tendency to escape) should be determined, which allows to differentiate 
hyperacusis from misophonia or phonophobia. Quantitative methods that use questionnaires and 
imaging (eg fMRI, indicating an increase in brain activation in the presence of hyperacusis) serve 
this purpose (Kramar et al., 2017). 


4. Incentives (triggers) in misophony 


Misophonia — understood as an emotional aversion to sounds, contains some 
similarities with the term that defines misokinesis (misocinesia), or the state of aversion (hatred) 
to movement. This means that certain body movements in space can cause a trigger reaction. The 
triggering stimuli are considered from the perspective of two subgroups as: (1) key stimuli, that is, 
they play their role in a side way; (2) triggers, having a social background, the emergence of which 
is associated with evolution and acting as a signal (e.g. trembling of feet, crunching etc.) 
(Zywiczynski & Wacewicz, 2015). Hearing triggers can be any repetitive sound, felt as oppressive. 
There may also be visual stimuli triggering repetitive movements (e.g. hair turning) and 
movements associated with auditory triggers (e.g. jaw movement) (Jastreboff & Jastreboff, 2014; 
Wu et al., 2014). Ordinary, simple activities, gestures and sounds of everyday life can become a 
stream of triggers activating in a specific context of the situation (e.g. during a meal), generating 
an aspect of fight or flight. Even a brief exposure to the triggers of misophonia is the cause of 
immediate disclosure of anger and anger and disgust, which are a difficult to bear experience 
(Schneider & Arch, 2017). The environment is recognizable by the human being on the basis of 
sounds that reach it (e.g. noise), which is an encoded showcase of situationally defined contexts. 
Daily sounds, perceived by the majority of the population as ordinary, not very significant, but 
being the opposite of silence, are perceived by a person with misophonia as particularly significant 
and causing aversion. Research indicates that sounds that have bodily and physiological 
connotations are considered the most repulsive — i.e. bodily excretion and the sound of secretions 
(e.g. vomiting, sniffing, coughing, spitting). In addition, results that do not link specific sounds 
with the reaction of disgust or avoidance allow us to suppose that reactions to certain sounds 
(causing disgust) can be acquired in the process of social learning and attributed to culturally 
significant values as acceptable or unacceptable to the public (Cox, 2014). In misophony, sounds 
are perceived as something more than irritating — they cause a strong impulsive reaction 
expressing anger and aggression. 


Acoustic stimuli that can trigger in contact with categories of communication acts (eg 
gesture) (Necka, 2000: 53). Negative reactions (trigger stimuli) in emotionally-behavioral 
recipients may be, for example: 


(a) stimuli perceived in contact with food (noises: munching, swallowing, bouncing, 
chewing, slurping, crunching, swallowing, licking, spitting, sucking, moisturizing lips, etc.); (b) 
stimuli received in contact with the process of breathing of other people (noises: snoring, grunting, 
groaning, sniffing); (c) vocal stimuli and vocalizations — sounds related to pronunciation, 
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articulation and originating from the larynx (whispers, whistles, buzzing, muffled conversations, 
repetition or confusion of words, inappropriate singing, babbling); Non-verbal gestures in 
connection with speech and vocalization are treated as an act of speech (linguistic behavior) and 
included in the category of acts of communication (Necka, 2000: 53). The communication act 
contains a semantic event, independently or depending on the context of the situation; (d) stimuli 
associated with the body movement in space and/or referring to gestures (noises: bare feet on the 
carpet or floor, shuffling, heels, nail biting, scratching, specific gestures). 


The movement of the body in space refers to sounds, issued to the relationship 
between interpersonal communication (involuntary or volitional) on the cognitive-emotional- 
behavioral level. Every expressive movement that expresses emotion or thought — made by any 
part of the body — is integrated into the set of gestures. Gestures are called those actions that 
clearly characterize the intended expression and are not interpreted by the recipient as serving 
other purposes (e.g. practical) than volitional and expressive (Oxford English Dictionary, for: 
Kendon, 2004). Gestures are also defined as actions that are a spontaneous movement of hands 
synchronized with speech (McNeill, 1992) or instrumental actions that are a physical action 
oriented to gripping with the help of hands (Fogassi & Ferrari, 2004). Articulation movements, 
which are the act of speech, are understood as a kind of gestures and constitute an integral 
component of the communication process. 


Behaviors that are represented by gestures in the concept of gestures of gestures 
(McNeill, 1992, 2005, 2012) are placed on the axis according to three criteria: (1) the intensity of 
speech presence decreases; (2) the increase in the presence of linguistic attributes is increasing; 
(3) the conventionalisation of the sign treated as a gesture increases. This axis is made up of: 
gestures — gestures embedded in the language — pantomime — emblems — sign languages. 


The gesticulation accompanying the sounds, perceived by people with misophonia as 
exaggerated and irritating, refers to movements of the hands and other parts of the body appearing 
in the course of speaking (Kendom, 2004; Goldin-Meadow, 2010) having a spontaneous character. 
Gestures that are subject to classification are distinguished into: 


(a) iconic — that is, having semantic similarity to the content of the expression, they 
express certain objects or actions in the shape of a gesture as a whole or trajectory of the movement 
of hands (Juszezyk, 2011); 


(b) batts (beats = strokes) — i.e. gestures having the same form (e.g. rhythmic 
movements of the hands, feet, arm on the top-bottom axis) without references to the meaning of 
the statement, but synchronized with the rhythm of the prosodic expression (Efron, 1941; McNeill, 
1992). The musical analogies reflect the nature of the accented rhythm of speech: the phonetic and 
gestural components of the statements are intended to emphasize the semantic and modal 
intention of the sender, which is related to the emotions of participants in the communication 
exchange. Negative emotions appearing in a person with misophonia when receiving a sequence 
of baton gestures, may sensitize them in contact with another person (usually close to); 


(c) deictic (pointing) — these are gestures that are contextual and relational. They are 
related to the mental ability to change the cognitive position in the environment, or the deictic 
shift (Stockwell, 2006) in the “body language”. 


The gesture modifies the state of affairs between the recipient with the diagnosis of 
misophony and the sender of the message (without misophony), imposing (unconsciously or 
consciously) the way of reading the message. The behavior of a person who is in a specific 
relationship with a person with the characteristics of misophonia is the carrier of communication 
information with intent / no intentions. The accompanying acoustic sound strengthens or sustains 
the content expressed by gesture. Reception of the sender’s intentions (without misophony) is 
distorted by hypersensitivity and negative emotional assessment of the acoustic signal associated 
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with a specific sequence of gestures or gesture by a person affected by mellopathy. Communication 
neutral activity of a non-verbal sender (people without philosophy) (e.g. neurological nature) can 
be interpreted by the recipient (with misophonia) at the level of intentions passed on by the other 
person, giving it a negative sense of communication — triggering irritation or anger (in reaction 
fight/flight). 


(d) visual stimuli related to sound (sounds: drilling, abrasion of the wall or on the 
board, whistling of a kettle of a given color and volume level (Fenko, Schifferstein & Hekkert, 
2011). The Pantomime creates a separate group of gestures that can be referred to mimetic 
concepts. Mimeza (mimesis) means the ability to represent mentalities that are spontaneous, 
intentional initiation or memorization of movement patterns (throwing objects, jumping, step 
dance) that are detached from a particular subject or action. They represent sequences of 
movements that are not necessarily activated by the principle of an unconditional response to the 
stimulus, which means that the person can recall them at any time from memory or imagine. 


5. Research tools 


In order to understand the mechanism of the formation of misophonia, several 
questionnaires were developed, which are still in the process of checking their credibility: (1) 
Multiple-Activity Scale for Hyperacusis (MASH); (2) Misophonia Activation Scale (MAS-1); (3) 
the Amsterdam Misophonia Scale (A-MISO-S) (Schroeder et al., 2013) — a tool with reference to 
obsessive-compulsive disorders, hence it is not clear how much Misophonia measures; (4) 
Misophonia Questionnaire (MQ) (Wu et al., 2014) -— a tool correlating with sensory 
hyperreactivity; (5) Misophonia Assessment Questionnaire (MAQ) (Johnson, 2001); (6) 
Misophonia Assessment Questionnaire (Dozier, 2015); (7) Coping Response Survey (Dozier, 
2015). 


In the diagnostics of misophonia and phonophobia one should take into account the 
multidisciplinary perspective, which focuses on various scientific disciplines: audiology, primary 
health care and specialist care (e.g. neurology), psychological, psychiatric and psychotherapeutic 
help. 


6. Therapeutic interventions in the treatment of phonophobia and misophonia 
6.1 Cognitive Behavioral Therapy 


Cognitive Behavioral Therapy (CBT) and dialectical behavioral therapy (Dialectical 
Behavior Therapy — DBT) (Linehan, 2014) are one of the psychological and psychotherapeutic 
methods applied to people with mofophy and phonophobia. It contains two main components: 
cognitive (ie cognitive restructuring) and behavioral (i.e. behavior modification), which do not use 
sounds or external signals, but take into account the science of recognizing the negative stimuli 
and thoughts associated with them, and the attention and imagination control processes (Greimel 
& Kroner-Herwig, 2011). 


CBT therapy is supported by interventions in the field of audiology (sound generators), 
pharmacotherapy — especially in phonophobia (treatment of anxiety and depression), 
Neurofeedback, mindfulness-based interactions (MBSR) and relaxation, listening trainings and 
ACT-Acceptance and Commitment Therapy (Hayes, Strosahl, & Wilson, 1999; Hayes, Strosahl & 
& Wilson, 2012) — emphasizing acceptance of emotions instead of reducing the symptoms of 
misophonia (Schréder et al., 2013). 
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6.2 Habituation 


The habituation method (TRT — Tinnitus Retraining Therapy) — includes a stage of 
therapeutic consultations and sound therapy, where the time spent on therapy lasts from 18 to 24 
months. This type of program is aimed at reversing inappropriate beliefs responsible for 
generating aversive response to sound (unwillingness to specific sounds in misophony) or fear of 
sound (in phonophobia). The process of desensitization (desensitization) to sounds that cause 
discomfort, which has references to the sources of development of hypersensitivity and anxiety — 
maintained by the individual, but felt as real or imaginary, takes a relatively long time. The 
habituation therapy — originally intended for the treatment of tinnitus, consists in getting 
accustomed to and replacing sounds that evoke negative emotions by associating them with 
sounds considered pleasant (e.g. with a fragment of a musical piece). 


Therapeutic interventions using this method are addressed in particular to people with 
phonophobia, for whom an anxiety situation is less artificial than in the natural environment, 
gradually reducing the intensity of anxiety reactions to negatively perceived auditory stimuli. So 
far, the effectiveness of treatment with TRT has not been confirmed in empirical studies 
(Schneider & Arch, 2015), however CBT therapy is recommended as treatment (Bernstein, Angell 
& Dehle, 2013; McGuire, Wu & Storch, 2015). 


7. Conclusion 


Within the issues related to the psychological aspects of hypersensitivity to sounds, 
recognized as a type of disorders, there are relatively few uncertainties. They refer to the 
methodology of research carried out in the context of misophonia and phonophobia, where 
measurement tools are still part of the process of verifying their diagnostic reliability. The 
annoyance of the symptoms of misophonia and phonophobia — occurring on several levels under 
the name of specific phobias, is a significant public health problem. To experience a strongly 
negative emotional reaction in the context of the perception of sound hypersensitivity requires 
further research. Quality of life — as a subjective sense of the level of satisfaction and satisfaction 
going from life understood as the whole experience or its individual spheres, requires care for its 
improvement and providing positive emotional experiences with the support of diagnostic and 
therapeutic methods. 
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